Bruce-Fox-Galloway and Hannay
Case of Acne Agminata.
Shown by H. MACCORMAC, C.B.E., M.D., for Captain BRUCE, R.A.M.C.
THIS man, a soldier, apparently in robust health, reported sick on June 7, with a rash on the face. The eruption consists of numerous tiny red-brown nodules distributed mainly on the forehead and cheeks. These nodules undergo a necrosis, leaving behind small scars. The condition appears to correspond with Crocker's acne agminata.
Case of Syphilis in a Man. By WILFRID Fox, M.D.
AT first, this appeared to be a simple straightforward case of syphilis, but one or two points made its nature doubtful. He ran the risk of infection on January 20, he had a primary sore on the penis on February 12, which would be about the right date. On February 22 he was examined in Dublin, and the Treponema pallidurns found on the sore. The Wassermann reaction was weakly positive. The diagnosis was made of a recent infection from that date. He was given four injections of novarsenobillon, and half-way through that course the Wassermann reaction was strongly positive. Each time after an injection a rash appeared and became worse, therefore the injections were stopped. He came to me on July 3, and he then had a lichenoid rash on the arms, some of the papules were isolated, some had run together in big solid plaques. He had a diffuse syphiloma of the lips; and a typical late glossitis and leucoplakia of the tongue. In my opinion, therefore, this is an old infection, showing a chancre redux, and not a recent contamination.
Desquamative Erythema associated with Arthritic
Changes.
By Sir JAMES GALLOWAY, K.B.E., M.D.
(Shown by M. G. HANNAY, M.D.) (I) M. G. HANNAY, M.D. PATIENT, a boy, aged 15. Father alcoholic. Mother healthy. Patient youngest of three children, the other two physically healthy, but one is in a mental home. He has always lived in this country and was apparently quite well until two years ago, when he had an attack of what was called influenza, lasting one week. Almost immediately afterwards it was noticed that the fingers of both hands were flexed and stiff, and that the skin of the hands and fronts of legs was reddened and in parts scaly. There was apparently no pain, but considerable itching. Desquamation followed with improvement in the skin condition, but it seems doubtful if it entirely disappeared. The fingers remained flexed and stiff. In March, 1922, there was a recurrence of the skin Section of Dermatology trouble involving the hands, forearms, knees, back and ? face. At the same time the elbows became fixed in a flexed position, but there was little if any pain. He was then admitted to a hospital in Richmond where he remained about a month, having ointments rubbed into the skin, the condition apparently improving considerably. After leaving the hospital there was an immediate relapse and he was admitted to Charing Cross Hospital.
Condition on examination: Intelligence below normal. Nutrition poor. He is emaciated and looks ill. Glands in neck, axillae and groins, enlarged. Mouth dry, teeth coated; oral sepsis present. Heart normal. No enlargement or disease of any abdominal organ discovered. Urine: Specific gravity 1028, acid, no sugar; trace of albumin. Tendency to profuse perspiration in somewhat localized areas, especially over epigastrium. Lungs: Clinically no evidence of disease. X-ray report (May 3, 1922) : Definite increase in hilum shadows, more marked on right side, and increase in peribronchial striation, suggestive of chronic infection of bronchial glands, and some fibrosis of lungs. Sella turcica, X-ray report (May 10, 1922) : Normal in appearance. Blood (May 16, 1922) : Rouleau formation normal. Red blood cells, 4,600,000;
haemoglobin, 80 per cent.; colour index, 0'8; white blood cells, 7,800. Differential count of white blood cells: Polymorphs, 51 per cent., small lymphocytes, 41 per cent., large lymphocytes, 2 per cent., eosinophils, 3'5 per cent., basophils, 0.5 per cent., large hyaline, 2 per cent. No changes in stained red cells. Joints: Joints of elbows, wrists, and hands, more or less stiff and flexed. There appears to be some slight relative bony enlargement at some joints, especially those of the index fingers, metacarpo-phalangeal joint of ring and little fingers, and knee-joints; but there is no increase of free fluid, no crepitus, no thickening of mucous membrane, no lipping nor osteophytic outgrowths. Very slight degree of anterior subluxation at wrist-joints. X-ray report: Wrists and hands: Bones somewhat atrophied, and terminal phalanges distinctly so. Some increase in translucency of carpus and lower ends of radius and ulna. Marked atrophy of shaft of radius. Elbows: No marked bony changes. Wassermann reaction negative. Serum: no agglutination with members of enteric group of organisms. Feeces: No evidence of the presence of abnormal micro-organisms. Skin, face: symmetrical areas of desquamative erythema affecting chiefly inner portion of lower lids, side of nose, and slightly so inner part of upper lids, sides of cheeks, front of ears and forehead. These areas are flat, uniform, with fairly well-defined margins. Desquamation manifested in thin soft flakes, easily removed. No evidence of special follicular involvement, and no induration. Some degree of atrophy, and tendency to ectropion. Eyebrows and lashes unaffected. Skin of body as a whole moist, thin and supple. Certain well defined areas, chiefly, but not entirely over points of pressure, involved in scaly, erythematous condition, which in some parts, e.g., the back, hands, and forearms, covers almost the whole surface as a sheet. In other parts, such as the abdomen, there are only a few small scattered lesions, varying from the size of a large pin's head to that of a shilling, mostly circular, but sometimes running together and forming irregular figures.
The lesions themselves are uniform, erythematous, in parts atrophic. There is constant desquamation in large thin flakes, which fall off very easily. In parts subject to constant friction of the clothes, such as the anterior aspect of the knees, the scales are so constantly rubbed off, that smooth, dry, red, shiny surfaces are left. On scratching with a blunt curette, on parts not subject to such friction, no "tache de bougie" appearance is produced; large, delicate, thin, somewhat moist, flakes are easily removed, leaving a smooth, shiny, slightly moist surface, with minute haemorrhagic points. The lesions show scarcely any infiltration, but they tend on the one hand to fine atrophic scarring, and on the other, to continuous parakeratotic desquamation. There is no congestion of the individual papillary loops in the skin papillae. This point seems to differentiate these lesions distinctly from the psoriasis group. The skin-of the forearm and backs of hands is paler and smoother. Instead of being supple it is tense and cannot be picked up, thus showing a sclerodermic change. The patient complains of slight itching. The nails of the fingers are deformed and incurved, and show fine parallel ridges extending over about one third of the nail. The rest of the nail is fairly smooth, and no pits are seen. The toe-nails are affected to a less extent. There is a very marked generalized pityriasis of the scalp.
(II) Sir JAMES GALLOWAY, K.B.E., M.D. This patient is an example of the association of psoriasiform dermatitis, with atrophy of the skin resembling certain stages of selerodermia, and deformity and fixation of joints resembling certain forms of arthritis. The question raised by such cases is whether it is right to describe this malady as psoriasis or sclerodermia or arthritis ? It seems probable that the condition is not true psoriasis, is not true sclerodermia, and not necessarily a primary arthritis. Several cases similar to that of the patient have been under my notice during the past twelve months. In certain of these the arthritic element is the most prominent, in others the sclerodermic element is the most marked, whilst in others the desquamative dermatitis is the overshadowing condition. ln the present case the stiffness of the joints of the extremities and the inflammation of the skin seemed to occur simultaneously. The atrophy of the skin might be coincident or secondary to the dermatitis. It is a question whether true arthritis exists or whether the changes in the joints may be due to a slowly progressive inflammation of bone.
The suggestion made is that these cases are due to the same or similar general infective processes. In certain cases the scaly skin disease is most prominent; in others the sclerodermic change, whilst in still others the bony changes with deformities are most pronounced. The nature of the infection is not yet identified. It does not seem probable that the degenerative processes are associated with endocrine deficiency.
DISCUSSION.
Dr. H. G. ADAMSON (President) said he thought that, clinically, there was no doubt about the case being one of psoriasis; he regarded it as sclerodermia with accidental psoriasis. Psoriasis, being so common, might co-exist with any skin lesion.
Dr. J. M. H. MAcLEOD regarded the condition as psoriasis. He was familiar with psoriasis in association with joint trouble. The occurrence of sclerodermia in this patient might be a coincidence.
* Case of Lichen Planus and Syphilis. By S. E. DORE, M.D. THIS man, aged 65, was sent to me by Colonel Harrison from the venereal disease department of the hospital with a history of syphilis. He had two hard chancres on the framnum, and the Spirochceta pallida was found. He
